Background: Increased spiritual well-being is related to quality of life (QOL) in patients with heart failure (HF). However, consistent and deliberate integration of spirituality into HF patient care has received limited attention. Objective: The aim of this study was to evaluate the feasibility, acceptability, and preliminary evidence regarding the efficacy of a resource-sparing psychospiritual intervention to improve QOL in HF patients. Methods: A 12-week mail-based intervention addressing spirituality, stress, coping, and adjusting to illness was developed and tested using a mixed-methods, 1-group pretest-posttest pilot study design. A convenience sample of patients with HF completed prestudy and poststudy questionnaires, including the Kansas City Cardiomyopathy Questionnaire, Patient Health Questionnaire, Meaning in Life Questionnaire, and Functional Assessment of Chronic Illness TherapyYSpiritual. Research staff conducted semistructured interviews with program completers. Interviews were coded and analyzed using conventional content analysis. Results: Participants (N = 33; 82% male; mean age, 61 years) completed 87% of baseline data collection, an average of 9 intervention modules, and 55% of poststudy questionnaires. Participants rated all the modules as at least moderately helpful, and qualitative themes suggested that patients found the intervention acceptable and beneficial. Most participants believed spirituality should continue to be included, although they disagreed on the extent to which religion should remain. Participants who completed the intervention reported evidence suggesting increased QOL (Kansas City Cardiomyopathy Questionnaire; effect size [ES], 0.53), decreased depressive symptoms (Patient Health Questionnaire-9; ES, 0.62), and less searching for meaning (Meaning in Life Questionnaire; ES, 0.52). Conclusions: Results indicate that a module-based program integrating spirituality and psychosocial coping strategies was feasible and acceptable and may improve QOL. This preliminary study suggests that clinicians be open to issues of spirituality as they may relate to QOL in patients with HF. Future research will test a revised intervention.
with HF. 4Y6 Depressed patients with HF are also less likely to engage in self-care, 7 an independent risk factor for cardiac events and hospitalizations. 8 Multiple interventions have been developed to improve QOL in patients with HF, but interventions focusing on decreasing depressive symptoms and anxiety have largely failed to significantly improve outcomes. 2, 9, 10 Within the QOL interventions designed for patients with HF, one important area of that has been overlooked is spiritual well-being. 11 Although spirituality is often associated with religion, a more encompassing definition is ''the ways individuals seek and express meaning and purpose and the way they experience their connectedness to the moment, to self, to others, to nature and to the significant or sacred.'' 12 Both the World Health Organization 13, 14 and the Clinical Practice Guidelines for Quality Palliative Care 15 emphasize the need to integrate psychological and spiritual aspects of well-being into patient care. Nevertheless, healthcare providers remain uncertain regarding how to include spirituality. One tested intervention has addressed the psychological and spiritual well-being of patients with HF. 16 This intervention was an 8-week support group for patients with HF that included mindfulness-based stress reduction, coping skills training, and an expressive support group discussion. A presentation of nondenominational spirituality and health was included in 1 weekly session. The intervention demonstrated significant improvements in depressive symptoms in the treatment group. It differs from the present intervention in 3 major ways: the present intervention (1) is much more resource sparing, (2) integrates spirituality throughout each intervention module, and (3) focuses more broadly on stress and coping with illness.
Issues of existential meaning and spirituality may be particularly salient for patients with HF as they confront the burden of living with an incurable, progressive condition. Research indicates that spirituality is very important to many patients with HF, 17, 18 particularly as HF worsens 19 and patients anticipate death. 20 Patients with HF may turn to spirituality to cope, and consequently, spiritual well-being represents an important modifiable construct to target for intervention. Recent research among patients with HF suggests that positive aspects of spirituality (eg, meaning in life, spiritual well-being) are associated with higher QOL 11, 21, 22 and greater survival 23 and are negatively associated with emotional distress. 24, 25 Conversely, religious struggles are associated with more hospitalizations and depressive symptoms and poorer life satisfaction. 26 As is true among patients with other chronic illnesses who lack spiritual support (eg, cancer), 13 some patients with HF describe an increased desire to search for meaning within the HF experience. 27 Having meaning and purpose is important and is associated with better functioning; however, a nondirective search for meaning may be associated with greater emotional struggle, as perhaps indicated by the often found relationship with depression. 28 Thus, helping patients with HF connect with positive aspects of spirituality may improve their overall QOL.
Given the relationship between spirituality and important health outcomes, and the lack of research on psychospiritual interventions among patients with HF, we set out to develop and implement an intervention targeting psychosocial and spiritual factors affecting patients with HF. The intervention was a 12-week, mailbased, patient-centered, and self-guided psychospiritual intervention for patients with HF (Denver Spirited Heart [DSH]) created to be low-cost and to require minimal staff time and thus be feasible for broader dissemination. The aims of this study were to assess (1) feasibility, (2) acceptability, and (3) preliminary evidence regarding intervention efficacy.
Methods

Design
A prospective pretest-posttest pilot study design with quantitative and qualitative methods was used to assess intervention feasibility and acceptability and obtain preliminary evidence concerning efficacy. All patients provided written informed consent and the institutional review board approved all procedures.
Participants
Prospective participants were prescreened through the electronic medical record system at 2 HF outpatient clinics: one at a university-based tertiary care hospital (site 1) and another at a Veterans' Affairs Medical Center (site 2). Patients were also recruited at inpatient wards in the Veterans' Affairs hospital. Research staff screened for eligibility during patient visits. Patients were included if they were at least 18 years old, had an HF diagnosis, and were English speaking. Patients were excluded if they lived in an assisted-living facility; had metastatic cancer, dementia, or hearing problems; or were deemed ineligible by their medical team.
Procedures
After consenting, participants completed baseline questionnaires. Next, they received a binder with the materials for session 1. Each week, research assistants mailed that week's materials to participants. Participants were encouraged to place the materials in the study binder so that they would have a complete collection at the end of the study. In addition, research staff phoned participants weekly to assess whether the intervention materials were received and completed, to answer basic participant questions, and to gather module feedback. These telephone calls encouraged completion of the weekly mailers but were not designed to be part of the intervention itself. At 12 weeks, participants completed posttreatment questionnaires and the qualitative interview.
Intervention
The DSH intervention integrated and emphasized psychosocial and spiritual factors that influence self-care and QOL in patients with HF (see Table 1 for topics). Intervention modules were developed by 2 members of the research team with experience in development and implementation of psychological interventions (S.A.H. and A.E.H.) and were edited and reviewed by 2 senior clinical psychologists with expertise in psychology, spirituality, and health (K.S.M. and C.P.). Topics were chosen based on literature review and clinical expertise to reflect psychosocial issues that are common in patients adjusting to life-threatening chronic illnesses, such as stress and coping, grief/loss, conflict management, and gratitude. In addition to the academic literature, patient-centered resources from the American Heart Association, Heart Failure Society of America, Centers for Disease Control and Prevention, the Heart Failure Association of the European Society of Cardiology, and the American Association of Heart Failure Nurses were also reviewed to ensure that HF-specific topics (eg, coping with lifestyle changes) were addressed appropriately. Modules were written at a fifth grade reading level. Each weekly mailer contained an integrated spiritual component related to that week's topic and consisted of 3 sections: (1) educational information, addressing different psychospiritual topics, (2) questions to aid in reflecting on the material, and (3) behavioral activities eliciting practice of the new skills. See Table 2 for intervention examples.
Measures
Baseline Characteristics
Basic demographic information was assessed by selfreport. Patient medical history was assessed by electronic medical chart review for date of HF diagnosis, HF etiology, severity of disease (determined by the New York Heart Association class), presence of cardiac device(s), most recent left ventricular ejection fraction, comorbid conditions, and medications. 
Acceptability
Preliminary Efficacy
Questionnaires included validated psychosocial measures of key constructs, including HF-specific QOL (Kansas City Cardiomyopathy Questionnaire [KCCQ]), 29 depressive symptoms (Patient Health Questionnaire-9), 30, 31 meaning in life (Meaning in Life Questionnaire), 32 and spiritual well-being (The Functional Assessment of Chronic Illness TherapyYSpiritual Well-Being). 33 The KCCQ was the primary outcome measure, and a 5-point change in KCCQ scale scores, either for a group mean or for an individual, was considered clinically significant. In addition to the primary topic, spirituality was also included in each module. Relevance and helpfulness scores range from 1 (not at all helpful) to 5 (very helpful).
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Data Analysis
Feasibility
The proportion of subjects approached who consented and completed baseline and end-of-study questionnaires was used to examine intervention feasibility. Intervention dose was calculated using the number of modules completed per participant. Percentage of modules completed was calculated for each participant and each module and summarized with descriptive statistics.
Acceptability
Module helpfulness and relevance ratings were averaged for each module. Distributions of outcome measures were examined and all were in acceptable ranges. Participant comments from the interview were examined using a conventional content analysis approach 35 and an iterative multistep process. 36 With oversight provided by a senior author (K.S.M.), 3 members of the research staff conducted the analyses. The team consulted with a senior expert in qualitative research to develop a coding scheme and the consultant trained the raters to code the interviews. Two of the raters were research assistants with participant contact (S.A.H. and K.R.), and 1 rater was a research assistant without participant contact and limited intervention involvement. In-depth collaborative review of the participants' coded comments was performed to identify important concepts and recurring themes. Steps of the analyses included (1) initial reading of all interview data, (2) second reading and noting of concepts and themes to develop preliminary codes, (3) coding of 5 interviews using the preliminary coding system, (4) revising the coding system, (5) coding all interview data, and (6) extraction of themes. To avoid interrater contamination, all 3 raters coded all interviews independently. The results from each step of the analyses were compared and discussed among the 3 coders. Any coding discrepancies were further discussed with the senior author (K.S.M.) for resolution.
Preliminary Efficacy
Independent-sample t tests were used to compare study completers with noncompleters on outcome measures at baseline. We examined mean change from baseline to 12 weeks for study completers to determine trends and strength of effects, along with 95% confidence intervals around the mean change and Cohen d effect sizes. Traditional cut-points for Cohen d were used to describe intervention effects. 37 
Results
The baseline demographic and clinical characteristics of the sample are presented in Table 3 . Figure) . Baseline data were obtained from 86.8% (n = 33) of those who consented. End-of-study data were obtained from 63.6% (n = 21) of the participants who completed baseline data collection. Those who did not complete the end-of-study questionnaires died (6.1%), were removed from the study because they became too ill to participate (6.1%), were lost to follow-up (21.2%), or dropped out of the study (3.0%). All 12 modules were completed by more than 60% of participants who received them. Module 3 had the highest completion rate (84.4%; Table 1 ). On average, participants completed a mean (SD) of 9.2 (3.6) of 12 modules. Similarly, in their verbal reports, 13 (62%) participants noted that completing 12 modules was likely too many, with 7 (33%) participants specifically stating that the program should only include 8 to 10 modules. Participants' ratings of module helpfulness and relevance are presented in Table 1 . Most modules were rated above 3 (out of 5), with only the introduction module receiving average ratings below 3. The modules discussing grief and loss and emotion-focused coping strategies received the highest average relevance (mean, 4.0) and helpfulness ratings (mean, 3.8).
Objective 2: Acceptability
Twenty-one participants who completed the intervention completed the end-of-study qualitative interview. Qualitative themes and supporting quotes are presented in Table 4 .
Theme 1: Overall Benefit
Most participants found the intervention beneficial. In response to the question ''Was being in this study worth your time?'' 18 (85.7%) said yes. In addition, 17 (81.0%) reported that they benefited by participating in the intervention. Specifically, 12 (57.1%) mentioned that the relaxation and stress reduction pieces were helpful. Seven participants (33.3%) stated that the program served as a refresher for good self-care. Despite learning something from the intervention, 13 (61.9%) participants thought their QOL did not change as a result of participation, primarily because they felt that they had already ''coped'' with HF. On the other hand, 8 participants (38.1%) thought that the intervention improved their QOL. Patients were asked whom they thought would benefit the most from this program, and 14 (66.7%) responded that newly diagnosed HF patients would.
Theme 2: Interpersonal Aspects
Participants rated the helpfulness of the weekly telephone call. Although the telephone calls were developed to gather data about the modules and remind patients to complete them, many participants stated that they enjoyed the telephone calls. Thirteen (61.9%) patients thought it was nice to be able to talk to someone every week, and 7 (33.3%) thought the telephone calls held them accountable to complete the intervention modules. The individually based intervention had no group component and face-to-face contact with staff was limited. Nevertheless, it was determined that there was a theme of connection. Four (19.0%) interviewees noted that the intervention provided a sense of connection in general either to other people in their lives, other patients with HF, or the study staff, and 3 additional participants (14.2%) noted that they felt connected to the research staff.
Theme 3: Spirituality Seventeen (81.0%) thought spirituality should be included in an HF intervention. Only 1 participant (4.7%) thought it should be removed. Participants were asked directly to evaluate the spirituality component. Reactions were mixed. Two (9.5%) thought the spirituality section was the most helpful component, and 8 more (38.1%) thought it was helpful. However, 7 (33.3%) thought the spirituality component was the least helpful part. Some participants accurately ascertained that we developed a general spiritual intervention aimed at encouraging participants to think about their own spiritual beliefs in relation to living with HF. Conversely, 5 (23.8%) people thought the spirituality component was too religious (Christian), whereas 2 (9.5%) felt that the spirituality component was not religious enough. Interestingly, 7 (33.3%) suggested it would be important to match patients with an intervention that suits their level of spirituality.
Objective 3: Preliminary Evidence Regarding Efficacy
Preliminary evidence regarding intervention efficacy is presented in Table 5 . First, there were no significant differences between participants who completed the study and participants who did not complete the study at baseline on any of the outcome measures. Adjectives describing the size of effects are based on the commonly accepted Cohen's d classifications. Over the 12 weeks, there was a moderate and clinically meaningful increase in HF-specific QOL and a moderate decrease in depressive symptoms. There was also a moderate decrease in searching for meaning, despite no change in presence of meaning. There was a small increase in spiritual well-being.
Discussion
This study was designed to examine the feasibility, acceptability, and preliminary evidence regarding the efficacy of a resource-sparing psychospiritual intervention to improve QOL for patients with HF. To our knowledge, this is the first fully integrated psychospiritual intervention for patients with HF. Overall, the piloted intervention was feasible and acceptable, although it seems that the number of modules was too large and should be reduced in the future. Approximately one-third of the patients approached to participate in the spirituality-based intervention agreed to participate, and of those who received the intervention, modules were completed at a high rate. This recruitment rate was similar to, or better than, that of other nonspiritual interventions (eg, Gary and colleagues 38 ), suggesting that patients with HF are willing to participate in an intervention that has spirituality as a major component. The intervention was also well accepted by patients. Most stated that they thought spirituality should be included in an HF intervention. In addition, on average, all modules were considered at least moderately helpful and relevant. Finally, preliminary evidence regarding efficacy suggests that the intervention was related to modest improvements in HF-specific QOL, decreased search for meaning in life, and reduced depressive symptoms. Taken together, the results of this study suggest that this relatively low-intensity and resource-sparing intervention addressed important needs, but there is clearly room for greater impact.
Despite most patients agreeing that spirituality should be included in a HF intervention, reactions to the spirituality component were mixed. This leaves several possible directions for future intervention development. First, one possibility would be to develop a spiritual intervention void of religious references. Two interventions for cardiovascular disease patients have used similar approaches, integrating techniques such as meditation, mindfulness, visualization, journaling, drawing, nature activities, and nature imagery. 39, 40 Another possibility would be to focus on meaning, as Breitbart and colleagues 41 have done in a group psychotherapy for patients with advanced cancer, which is based on the work of Frankl. 42 This secular intervention is designed to improve meaning, purpose, and a sense of peace as patients approach the end of life, and it has been shown to improve spiritual well-being and sense of meaning and purpose. 41 A third possibility would be to match participants on spirituality and religiousness to a particular form of the intervention, as suggested by some participants. This would call for development of several versions of the intervention guided by experts in various religious and spiritual perspectives. The approach is consistent with conceptualizations of religion and spirituality as culture 43, 44 but would require extensive effort to create. At this early stage of development, all 3 approaches should be pursued further.
It is important to note that participants were, by HF standards, rather healthy, with high levels of spiritual well-being at baseline. Nevertheless, on average, participants experienced a clinically significant improvement in their HF-related QOL after the intervention. 34 Moreover, intervention patients experienced a decreased search for meaning in life, a spiritual construct often associated with greater depression and anxiety. 28, 32 They also experienced decreased depressive symptoms. These findings suggest that the intervention may have encouraged participants to experience greater integrated connection with their own spirituality as previous research reports that better integrated spirituality predicts less search for meaning and greater psychological wellbeing. 45 However, given the small sample size and lack of a control group, these results are preliminary, and the possible mechanism could not be statistically tested in this study. Future research is needed to examine this hypothesis.
Although many participants reported in the qualitative feedback that their overall QOL did not change, more than half reported believing the intervention would have improved their QOL if they received it in closer proximity to their HF diagnosis. This may be because this group of HF outpatients was not particularly distressed. Evidence suggests that QOL and anxiety improve over the first 6 months after receiving an HF diagnosis but depressive symptoms do not. 46 Future testing and implementation of a spiritual intervention are likely to have greater benefit if applied closer to time of diagnosis and/or in patients with more severe psychological symptoms.
One interesting finding was the interpersonal theme that emerged in the qualitative feedback. Given that this intervention was designed to be individual and self-guided, and telephone calls were intended only to collect data, this was unexpected. Nonetheless, several participants noted the increased social contact with the research staff and their family members as a beneficial aspect of this intervention. One recent study found that older adults who experienced greater social and spiritual connectedness also experienced greater life satisfaction and hope. 47 Thus, improving social and spiritual connectedness may be a target in future HF QOL interventions.
A strength of this study is the consistent and deliberate integration of spirituality into an intervention for patients with HF. Previous research with HF patients indicates that spirituality is important to their lives, 17, 18 and this study showed that although not all participants connected with the spirituality component, they thought it was important to include in the intervention. Second, in this study, mixed-methods approach was used, which allowed us to compare patients preintervention and postintervention and to gather rich participant feedback on the intervention. Knowledge of both will help improve the intervention.
There are also several limitations to consider. This was a pilot study conducted in 1 region with a relatively homogenous group of participants. In addition, the sample was overrepresented by male patients with HF, who have been shown to report more mildmoderate depressive symptoms than do female patients with HF, who tend to report more moderate-severe depressive symptoms. 48 Given the small sample size and lack of control group, hypothesis tests comparing outcomes over time were limited and between-groups testing could not be performed. In addition, missing 12-week data may have affected the results, given that healthier individuals may be more likely to complete the study. Finally, the telephone calls added a social component to the intervention, which could have influenced QOL. Future steps would be to test a revised intervention in a larger, more diverse sample, with adequate controls and to make social connection a more explicit intervention component. It is also possible that a sample of patients with HF who admit to having more struggle with adjusting to their illness or who have more advanced illness may demonstrate greater need and benefit from this intervention. In addition, in this study, mail-based delivery of the intervention modules was used, which was acceptable to the patients. However, as older adult cohorts become more comfortable with computer-based technology (eg, Internet and smart phone apps), transfer of the modules to delivery via these formats will be indicated. In summary, a spirituality-based intervention for patients with HF is feasible and acceptable. This psychospiritual intervention could be particularly beneficial for newly diagnosed patients or patients with HF having difficulty adjusting to their chronic illness. Future research should examine the relationships between spiritual connectedness and searching for meaning in relation to QOL in patients with HF. In addition, reducing the length of the intervention and modifying the spiritual components of this intervention to use a more meaning-based or existential approach may be beneficial. Finally, for some patients, supplementary religious components may be important.
